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(Erythromycin, Lilly) Ethyl Carbonate 
Unexcelled antibiotic spectrum—notably safe 


Meets the exacting demands of 
Physician — Mother— Baby 


Silty Another reason to 


consider 


5 
S W 
| 
! 
as 
— 
go) 
\ 
| 
ILOT | 


broad spectrum antibiotic of choice 


SQUIBB TETRACYCLINE 


promptly reaches high levels in the urine 


crosses the intact meningeal 


hy barrier more readily than the other 
broad spectrum antibiotics | 


produces higher blood levels than the 
other broad spectrum antibiotics ; 


less gastrointestinal side effects than 
the other broad spectrum antibiotics is 


Minimum adult dose: 250 mg. q.i.d. 
250 mg. capsules, bottles of 16 and 100. 
50 and 100 mg. capsules, bottles of 25 and 100. 
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Distribution of Physicians 
By JOSEPH BANK, M.D., PHOENIX 


The past decade has witnessed an unpre- 
cedented population growth of the South- 
west as part of a general shift of the popula- 
tion westward. The 
number of physi- 
cians has likewise in- 
creased along with 
this population shift, 
perhaps dispropor- 
tionately. As is true 
elsewhere in the 
country, the vast 
majority of new ar- 
rivals were attrac- 
ted to the largest 
population centres, 
Dr. Bank such as El Paso, 
Albuquerque, Tucson and Phoenix. It is dif- 
ficult to state with accuracy whether the 
increased number of doctors in these cities 
is excessive. There exists, nevertheless, the 
growing feeling in the minds of many mem- 
bers of the profession that such is the case. 


It has been pointed out that increasing 
economic competition among physicians in 
crowded urban areas leads to a lowering of 
professional standards. The newcomers are 
often doctors who are close to, or who have 
reached the retirement age. They practice 
“part-time”, thereby creating “unfair” com- 
petition to beginners or to those in active 
practice, according to the opinions of some. 
Furthermore, this influx fails to alleviate 
the shortage of medical care in rural areas. 


Natural Tendency 


In seeking a solution to the various phases 
of this problem of physician saturation and 


THE PRESIDENT’S COLUMN 


distribution, the natural tendency is to cast 
about for someone who has solved the prob- 
lem once and for all. Thus attention is di- 
rected to those states which have discovered 
devices for stemming the tide of unwanted 
physicians. Among the methods used were 
changes in the reciprocity requirements, or 
raising the hurdles in the oral examination. 
Aside from these obstacles on the state level, 
exclusion measures have been suggested 
which may be employed by individual county 
societies. One such suggestion consists of 
raising the initiation dues to a figure which 
would discourage applicants for member- 
ship. 


No one can deny the reality or seriousness 
of these problems. Nor are.they new. State 
health agencies and the American Medical 
Association have given the matter a good 
deal of thought. But the recognition of a 
problem, although an important step for- 
ward, does not automatically bring with it 
the ability to solve it. One may question the 
wisdom of quickie solutions even though the 
motives may be above reproach. The natural 
operation of the law of supply and demand 
usually creates, or permits, a time lag dur- 
ing which considerable damage may occur. 


Objections 


Objections to the hasty methods employed 
may be raised on various grounds. For one 
thing, they are wasteful of manpower. The 
restrictions just mentioned are not based 
on fitness, skill, or capacity for service, but 
are directed merely against numbers. Thus 
the best may be excluded with the poorest. 
The medical profession, along with other 
groups, has always supported the political 
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belief that the dignity and the freedom of 
the individual must be protected from the 
encroachments of the state. Our opposition 
to socialized medicine is based on the as- 
sumption that an uninformed majority does 
not possess any mystical guarantee of being 
always right. Arbitrary action or regimenta- 
tion is as undesirable within the medical 
profession as it is outside. 

How can we best tackle the problems dis- 
cussed ? 


Virginia Method 


There is no easy or perfect answer. But 
we can avoid mistakes by depending more 
on persuasion and education than on coer- 
cion. One recent approach to a solution is 
the one promulgated by the Virginia Council 
on Health and Medical Care. As a first step, 
the Council established a physicians’ place- 
ment service in which it had the help of the 
Council on Medical Services of the American 
Medical Association. This organization sends 
complete information to prospective physi- 
cians concerning communities that need 
medical care. Last year more than three 
hundred physicians and seventy-eight com- 
munities employed the Council’s help in get- 
ting together, and thirty physicians moved 
to Virginia from outside the state. The 
Council gets in touch with seniors in the 
medical schools of Virginia and some of the 
neighboring states. The state grants $1,000 
annually to thirty medical students who, in 
return, agree to spend one year in an ap- 
proved rural area for each year they accept 
the grant. As a result, a poll of last year’s 
ninety-nine seniors at the Medical College 
of Virginia showed that 60 per cent planned 
to enter general practice, and 47 per cent 


hoped to locate in small communities. 


Mutually Advantageous 


A plan such as that outlined above is no 
overall solution, but it has gone a long way 
toward integrating the needs of the com- 
munity and the physician as an individual. 
It is mutually advantageous at the outset, 
and avoids the potentiality of conflict of 
interests. With modifications to suit local 
needs, such a plan may be adapted to other 
regions with problems of a similar nature. 
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Drs. Oswalt and von Briesen named 


District One Officers 


Dr. Charles E. Oswalt of Fort Stockton, 
retiring president of District One of the 
Texas Medical Association, was nominated 
councilor for the District, and Dr. Delphin 
von Briesen of El Paso was elected the 
District’s new president at the organiza- 
tion’s annual meeting in Pecos, Texas, Feb- 
ruary 11. 

Other new officers elected were Dr. E. W. 
Schmidt of Pecos, vice-president, and Dr. 
Grady Morrow of El Paso, secretary-treas- 
urer. Other retiring officers were Dr. H. 
M. Gibson of El Paso, vice-president, and 
Dr. H. D. Garrett of El Paso, secretary- 
treasurer. 

A scientific program was presented by 
the following members of the El Paso Coun- 
ty Medical Society: Dr. John D. Martin, Dr. 
S. Perry Rogers, Dr. Frank Golding, Dr. 
Jack T. Rush, Dr. William I. Coldwell, and 
Dr. H. M. Gibson. 

Pecos was selected as the site for the 1956 
meeting. Approximately 50 physicians from 
El Paso, Pecos, Kermit, Monahans, Van 
Horn, Fort Stockton, Marfa, Alpine, Iraan 
and Barstow attended the meeting. 


NARCOTICS 
The Treatment Of Narcotic Addiction 
Vogel, V. H., Postgrad. Med. 12:201, 1952 


Addicts must be treated in an adequately 
equipped, closed type hospital. To attempt 
withdrawal in the home, office or clinic 
simply invites failure. In addition, “the 
Bureau of Narcotics looks with a jaundiced 
eye upon the prescription of drugs in an 
outpatient or office setting for the purpose 
of curing addicts.” 


Clinical Clippings, November, 1952. 


ASTHMA 
Terramycin In Infectious Asthma 
Rosen, F. L. Ann. Allergy 10:629, 1952 


Twenty patients whose bronchial asthmatic 
attacks usually followed or accompanied up- 
per respiratory infection were placed on 
Terramycin therapy. Two Terramycin cap- 
sules (250 mg. each) were taken at the on- 
set of wheezing, followed by one capsule 
three times a day with half a glassful of 
milk. Thirteen patients obtained relief with- 
in 24 to 48 hours. Similar asthmatic attacks 
in these patients had previously lasted for 
four to seven days. 

Clinical Clippings, January, 1953. 
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The Amebacides 


By JAcK A. BERNARD, M.D., EL Paso 


With the development of each new ameba- 
cide, it becomes increasingly difficult to 
state categorically the best treatment for 
amebiasis. The physician is confronted with 
the following groups of drugs: 

1. The alkaloid group: Emetine. 

2. The arsenicals: Carbarsone, Milibis, 
Thio-Carbarsone, Treparsol and Bal- 
arsen. 

3. The halogen derivatives of Oxyqui- 
— Diodoquin, Vioform, Chinio- 
on. 

4. The aminoquinolines: Chloroquine 
(Aralen). 

5. The antibiotics: Aureomycin, Terra- 
mycin, fumagillin, Bacitracin, and 
Magnamycin. 

For the treatment of the acute dysenteric 
disease and acute amebic hepatitis: Emetine, 
Chloroquine and the antibiotics are indicated. 
For the asymptomatic cases, the arsenicals 
or the oxyquinoline derivatives are used. 

Emetine is administered intramuscularly : 
One grain per day for five to ten days. It 
is not used in chronic amebiasis as the en- 
cysted forms are not affected by the drug, 
and therefore it must be followed by one of 
the intestinal amebacides. 


Toxie Effect 


The toxic effects of Emetine are well 
known and its instance of toxicity is said to 
be approximately 0.5 per cent of the cases. 
However in one series of 100 patients receiv- 
ing Emetine, routine electrocardiograms 
showed changes in approximately 2/3 of the 
cases. 

Chloroquine (Aralen) is a_ satisfactory 
substitute for Emetine for amebic hepatitis 
and it is reported to cure over 90 per cent 
of such cases. It is not effective in intestinal 
amebiasis and again one of the intestinal 
amebacides should be used concurrently. 
Dosage is one gram per day for two days 
followed by 0.5 gram daily for two to three 
weeks. The parenteral preparation is also 
available. 


Arsenicals 


Of the arsenicals, Carbarsone has been a 
very satisfactory amebacide and satisfactory 
rates of cure have been obtained. Milibis is 
likewise a very efficient amebacide, perhaps 
more so than Carbarsone; and currently 


may be more popular than Carbarsone in 
the treatment of amebiasis. It is adminis- 
tered in the dosage of 0.5 grams, three times 
daily for seven days. The potential dangers 
of exfoliative dermatitis, arsenic encephalo- 


* pathy, leukopenia, and agranulocytosis must 


always be borne in mind. Such reactions 
— may be successfully controlled by 

Of the hydroxyquinoline derivatives, Dio- 
doquin produces few or no toxic symptoms 
and is the most dependable preparation. 
Dosage is one 10 grain tablet three times 
daily for 10 days. 


Amebacidal Properties 


Terramycin and Aureomycin have well 
established amebacidal properties and cure 
rates have been reported from 60 to 90 per 
cent, with Terramycin perhaps more ef- 
fective, according to reports. Dosage is two 
grams daily, if tolerated, for seven to 10 
days. Nausea, vomiting, diarrhea may deter 
their continuance. 

Fumagillin (Fumidil) is a potent intes- 
tinal amebacide in adequate doses of 10 to 
20 mg., three times daily for 10 to 14 days, 
but may be attended by some mild side ef- 
fects, such as palpitation, dizziness, drow- 
siness and epigastric distress. 


Not Bactericidal 


Although fumagillin is a most potent 
amebacide and has appeared most active in 
even chronic drug-refractive intestinal ame- 
biasis, it is not bactericidal. This could be 
an important point, as amebae are dependent 
upon bacteria for survival and they will not 
survive and reproduce in a test tube unless 
the culture is contaminated with viable 
bacteria. This dependency is also suggested 
by the marked but temporary improvement 
seen in patients with amebiasis of the colon 
following the use of such antibacterial agents 
as penicillin, the sulfonamides, and strepto- 
mycin. Thus it would seem logical to use 
one of these agents in conjunction with fu- 
magillin. Such combination of amebacides 
with other chemotherapeutic agents awaits 
further study. 

Bacitracin has been reported to be effec- 
tive, with a cure rate as high as 80 per cent, 
with very few side effects. It is not ab- 
sorbed from the gastro-intestinal tract and 
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therefore has no effect on amebic hepatitis. 
Dosage is 60,000 units daily for 5 days. 


Scant Reports 


Magnamycin has also been reported to be 
effective, where other amebacides have 
failed, but reports are scant, and side effects 
were noted. 

In summary, for the treatment of the 
acutely ill patient with amebiasis: Emetine, 
Chloroquine or the antibiotics are indicated; 
and one would hesitate to use the antibiotics 
in a patient who gives a history of nausea, 
vomiting, diarrhea, or anal pruritus follow- 
ing his previous use of that drug. Chloro- 
quine should probably replace Emetine, 
particularly since there is also a parenteral 
form available. 

For the asymptomatic cases of amebiasis: 
Diodoquin is one of the most dependable 
amebacides and rarely produces side effects; 
Carbarsone and Milibis are very satisfacto- 
ry, but serious toxic effects are a potential 
hazard. 

And finally, the antibiotics, particularly 
Terramycin, Aureomycin, and fumagillin 
are very effective for the acutely ill patient; 
and much more work in these drugs is 
awaited, particularly in their combination 
with other amebacides. 


In Viewing the VA Medical Program . . . 


analysis 
of present veteran population 


AGE DISTRIBUTION (Exclusive of those discharged on or after June 27, 1950) 


DATE JAN. JAN. 1, 1960 JAN. 1, 1970 

TOTAL 18,850,000 18,160,000 16,146,000 
77.2% 627% 13.5% 
45.64 21.8% 27% 73.7% 
OvER 65 1.0% 9.9% 128% 


Older veterans are hospitalized more frequently for 
civilian-incurred ailments than for service-connected 
disabilities. By 1970, over 86% of the present vet- 
erans will be age 45 or over, more than three times 
the number in this older age group today. Because 
of advanced age, they will require more frequent and 
prolonged hospitalization for illnesses having no rela- 
tionship to their military service. Responsibility for 
such medical care should be assumed by the individual 
or local government, not by the federal government. 
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Border Public Health Group 
To Meet In Mexico City 


The Thirteenth Annual Meeting of the 
United States-Mexico “order Public Health 
Association will be he'd in Mexico City May 
6-9, Dr. Sidney B. Clark, El Paso, secretary- 
treasurer, has announced. 


Registration will begin the morning of 
May 6, and the first meeting of the Govern- 
ing Council will be held from 10 a. m. to 3 
p. m. with the opening session scheduled for 
that evening. General and section meetings 
will be held at the University City with 
plenary sessions the morning of May 7, and 
afternoon of May 9, and section meetings 
on the afternoon of May 7, and morning of 
May 9. Sunday, May 8, will be held open 
for trips, visits to interesting places in and 
close by Mexico City, and for meetings of 
the special committees. Special evening ses- 
sions for various sections to hold informal 
dinner meetings and for the meeting of the 
U. S. and Mexican Sections of AIDIS will 
be arranged for the evening of May 8. Such 
arrangements will be made for individual 
sections and groups upon request. 


Hotel del Bosque 


Headquarters hotel selected is Hotel del 
Bosque, Melchior Ocampo Num. 323, Mexico, 
D. F. Requests for reservations should be 
addressed either to the hotel or to the Geneve 
Travel Service, c/o Hotel Geneve, Londres 
Num. 130, Mexico, D. F., with mention of 
the Association. The rates are estimated 
between 35-50 pesos single and 65-80 pesos 
double. Sufficient rooms will be available 
for all those who make early reservations. 


The program for the respective sections 
will be the responsibility of the section of- 
ficers, and any suggestions should be sent 
directly to them. The Secretary of the As- 
sociation will welcome suggestions for the 
general sessions. An abstract of the papers 
to be read on the scientific program should 
be submitted in both English and Spanish 
in duplicate, not exceeding two typewritten 
pages, to the Secretary of the Association, 
204 U. S. Court House, E] Paso, Texas. 
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APHORISMS and MEMORABILIA 


Miscellaneous Medical Truths and Concepts 
By ANDREW M. BaBkry, M. D., Las CRrucEs, N. M. 


1. “Osteoporosis may prove to be a major 
complication of prolonged cortisone therapy. 
The 24-hour urine calcium excretion is a 
convenient index of bone metabolism.”’ 
Philip Henneman; American Practitioner 
and _ of Treatment; September, 1954; 
p. 744. 


2. “Whereas ACTH, especially when given 
by slow drip over six to ten hours, provides 
rapid adrenal stimulation in the normal 
person, one can never be certain of a rapid 
adrenal response to ACTH in a patient with 
adrenal atrophy induced by cortisone thera- 
py. Thus ACTH is second-best as compared 
with intravenous hydrocortisone in the treat- 
ment of acute surgical problems.” Philip 
Henneman; loc cit.; p. 747. 


3. “A related error of teachers is chid- 
ing students for wild guesses. Many students 
will stop thinking if laughed at or harshly 
reproved. The student should be encouraged 
to allow as many hypotheses as possible to 
come into his foreconscious for critical as- 
sessment. Only thus will he have an open 
mind and a practiced critical faculty. Did 
not Roosevelt say of Churchill that he has a 
hundred ideas a day and four of them good 
ones?” Ronald Mac Keith; The Lancet; Au- 
gust 28, 1954; p. 405. 


4. “Ideally the doctor should never accept 
so many patients that conflict will arise 
between his duty to them and his duty to 
his family. Ideally, too, his standard of liv- 
ing should not be set so high as to oblige him 
to accept more patients than he can manage 
properly. Both ideals are more often real- 
isable than is sometimes supposed, and 
would be more often realised if we all made 
a habit of stopping occasionally to think 
what we are doing with our lives.” T. F. Fox; 
loc. cit.; p. 417. 


5. “It is well recognized that adjusted 
homosexuals of high character and stable 
personality form one of the most important 
sources of support of youth organizations, 
and without them the youth organizations 
could scarcely carry on their work.” Kenneth 
a ; The Lancet; September 11, 1954; 
p. 


6. “A girlish man is an object of scorn; a 
mannish woman may command respect. It 
is polite for women to embrace and kiss in 
public, but not for men. Sexual relations 
between men, even in the privacy of their 
joint home, are a criminal offence ; but single 
women may live together, and even share a 
bed, in circumstances outwardly indistin- 
guishable from matrimony.” K. Soddy; loc. 
cit.; p. 541. 


7. “In order that life should be tolerable 
it must hold some meaning and purpose be- 
yond the purely material. This is the only 
enduring incentive and the only ideal through 
which man can attain to true mental health.” 
Sir Geoffrey Vickers; The Lancet; Septem- 
ber 11, 1954; p. 550. 


8. “When itching occurs in leukemia and 
Hodgkin’s disease, it is notoriously intrac- 
table.” British Medical Journal; September 
11, 1954; p. 657. 


9. “Percussion note of tympany over the 
chest may be difficult to distinguish from 
that of dullness. The exarhiner must be care- 
ful not to rule out pneumothorax on the basis 
of percussion findings alone. This is par- 
ticularly important in that many cases of 
pneumothorax with less than 40 per cent 
collapse of the lung may not lend themselves 
to accurate diagnosis by physical signs 
alone.” Kermit Katz; The Boston Medical 
Quarterly; March, 1950; p. 22. 


10. “It is a matter of common experience 
that ordinary posteroir-anterior x-ray pro- 
jections frequently do not reveal mediastinal 
emphysema. Lateral x-ray views are fre- 
quently essential to prove the diagnosis when 
these other signs are absent. Most patients 
with mediastinal emphysema do not require 
specific therapy for the emphysema. Oc- 
casionally, however, considerable tension 
may be built up and circulatory dynamics 
within the chest seriously handicapped. The 
effect has been likened to that of increased 
intrapericardial pressure. In these instances, 
incision above the suprasternal notch allows 
the escape of air, and may be life-saving.” 
K. Katz; loc. cit., p. 25. 
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11. “It is worth pointing out in this re- 
gard that marked proliferation of the mes- 
othelium is common in patients with long- 
standing ascites, and the cells which result 
often resemble carcinoma cells closely.” L. V. 
Ackerman; The American Journal of Medi- 


- cine; September, 1954; p. 408. 


12. “The protein-bound iodine is lowered 
abruptly by administration of mercurial 
diuretics, so caution is necessary in evalua- 
tion of this test of cardiac patients. One 
ought to allow at least three days for the 
mercury to be excreted before one measures 
the protein-bound iodine. The explanation 
for the interference is that mercury inhibits 
the reduction of ceric sulfates and thus alters 
the color reaction used to determine protein- 
— iodine.” W. H. Daughaday; loc. cit.; 
p. 409. 


13. “Whenever a positive diagnosis of 
carcinoma is made on ascitic fluid from a 
patient with long-standing ascites, it must 
always be kept in mind that in a certain 
percentage of such cases the cells will have 
arisen from hyperplastic mesothelium and 
not from a tumor.” John M. Kissane; The 
American Journal of Medicine; September, 
1954; p. 413. 


14. “One of the few alterations that is al- 
most constantly associated with hepatic fail- 
ure is a decrease in the total serum choles- 
terol.” J. R. Shank; loc. cit.; p. 413. 


15. “The first gesture to the patient by 
the doctor has a significance far beyond the 
usual formalities of introduction. For in- 
stance, the degree of emotional warmth of- 
fered in the first handshake may profoundly 
affect the subsequent relationship with the 
patient.” Ainsile Meares; The Lancet; Sep- 
tember 18, 1954; p. 592. 


16. “If the first handshake is cold, indif- 
ferent, or inconsequential, the patient senses 
that his emotional state is out of tune. He 
feels rejected. Barriers arise, and it may be 
some time before rapport can be gained.” 
A. Meares; loc. cit.; p. 592. 


17. “The inhibited patient, on the other 
hand, is tense, uncertain, and apprehensive 
about the interview. To greet him warmly 
would make emotional demands which he 
would be unable to fulfill. He is not ready 
to respond with warmth. Friendship offered 
too readily frightens him and makes him 
withdraw further into himself. With such 
patients the first handshake must be casual, 
perhaps rather distant, and without emo- 
yo significance.” A. Meares; loc. cit.; 
p. 


18. “A cigarette offered at the right time 
is taken as an offer of friendship; a cigarette 
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offered at the wrong time is an incongruity 
which makes the patient withdraw into him- 
self.”” A. Meares; loc. cit.; p. 592. 


19. “To take a patient’s hand when he is 
struggling with emotion gives him the feel- 
ing that somehow the problem is shared with 
the doctor. This is an emotional process and 
the same effect cannot be brought about by 
words. It helps the patient in his “distress 
and helps to establish a therapeutically va- 
luable relation between doctor and patient.” 
A. Meares; loc. cit.; p. 592. 


20. “Touching can have an undisguised 
erotic significance The patient who feels 
that it is an erotic advance to overcome a 
difficulty, will probably reject the gesture 
and withdraw behind an emotional barrier. 
If, on the other hand, the gesture is inter- 
preted as erotic and accepted the chances of 
establishing therapeutically useful rapport 
have lessened.” A. Meares; loc. cit.; p. 593. 


21. “When the doctor interviews the pa- 
tient across a large desk the desk becomes, 
in the patient’s mind, a psychological barrier. 
It reminds him of interviews with his head- 
master, his employer, his bank manager — 
occasions when he would be on guard, when 
he would not give away too much informa- 
tion.” A. Meares; loc. cit.; p. 593. 


22. “Some hospitals provide the doctor 
with a comfortable chair, while the patient 
is given a cheap, inferior, uncomfortable 
stool. This has a significance beyond the 
provision of comfort for the physician. It 
implies his superiority and the patient’s in- 
feriority.”” A. Meares; loc. cit.; p. 593. 


23. “The ideal of the servantless civiliza- 
tion, already fully realised in the United 
States, is doubtless a noble one, and those 
who so bravely, and possibly sincerely, main- 
tain that they feel degraded by being waited 
on by their fellow human beings compel our 
admiration, although personally they in- 
variably provoke me to confess that I can 
tolerate without discomfort being waited on 
hand and foot. But it is an ideal attended by 
one grave disadvantage—whom is there left 
for the children to talk to? A mother’s love 
is all very well, but it is only a poor sub- 
stitute for good relations with the cook.” 
Osbert Lancaster; The Cornhill; Summer, 
1954; p. 247. 


24. “Antibodies against influenza may ap- 
pear within 48 hours after onset, whereas 
those against lymphocytic choriomeningitis 
may not be present until eight to ten weeks 
after the acute stage of the disease.” H. B. 
Harding, N. J. Schmidt, and O. E. Hepler; 
A. M. A. Archives of Pathology; June, 1954; 


p. 449. 
(To Be Continued) 
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Tumors of the Spermatic Cord* 
By ROBERT F. THOMPSON, M.D., F.A.C.S., EL PAso 


Tumors of the spermatic cord are rare. 
They arise from the different elements of 
the cord and at times from the remains of 
the wolffian body. 


The subject has been exhaustively studied 
recently by Fitzpatrick, Orr, Glanton and 
Hayward and these authors have reviewed 
the literature and added two more cases, 
making a total of 286 reported instances of 
this condition at the present time. This in- 
cludes both benign and malignant growths. 
Sherwin and Bergman and later Wessel have 
each reported an instance of malignant tu- 
mor of the cord. In this report one more case 
is to be added, making the total now 289. 


Concerning only the malignant tumors of 
the spermatic cord, Wessel, who has reported 
a case of leiomyosarcoma, studied the liter- 
ature and found only eighty recorded in- 
stances of malignant growths previous to his 
case. Thus, according to his figures, the 
case described in this presentation ig the 
eighty-second malignant tumor of the sper- 
matic cord to be reported. 


Classification and Incidence 


A satisfactory classification of tumors of 
the spermatic cord is that of Hinman and 
Gibson. 

A. Benign tumors 

1. Epithelial (none on record) 
2. Mesoblastic 
(a) Lipoma 
(b) Fibroma 
(c) Myxoma 
(d) Leiomyoma 
Vascular tumors 
3. Heterologous tumors 
(a) Cystic dermoid 
B. Malignant tumors 
1. Epithelial 
2. Mesoblastic 
(a) Sarcoma 
(1) Myxosarcoma 
(2) Chondrosarcoma 
(3) Fibrosarcoma 
(4) Liposarcoma 
(5) Rhabdomyosarcoma 


*Presented at South Central Section, American Urological Asso- 
ciation, Kansas City. 


Lipoma of the cord has been frequently 
reported. It is the type most often encoun- 
tered. These fatty tumors are usually of 
slow growth and sometimes attain consider- 
able size. They usually develop from the 
subserous fat around the internal inguinal 
ring. 


Sarcomas are the next type most frequent- 
ly reported, followed by the mixed group 
(heterologous tumors and cystic dermoids). 
The fibromas are the rarest. 


The only authentic case of epithelial tu- 
mor of the cord was reported by Patel and 
Chalier in 1909. 


Lipomas and dermoid cysts are usually 
found in the inguinal canal, while the other 
types of tumors are found near the lower 
end of the cord. 


Diagnosis 
Tumors of the cord do not present any 
typical characteristic symptoms. Those aris- 
ing in the inguinal area may be suspected 


of being hernias. These are usually dermoids 
or lipomas and are usually benign. 


Tumors arising in the scrotal portion of 
the cord are often diagnosed as cysts, hy- 
drocele of cord, or spermatocele. The true 
nature of the growth may not be recognized 
until operation is performed. These scrotal 
tumors of the cord are usually malignant. 
Any mass which is fixed to the cord should 
arouse the suspicion of tumor. 


In general, the conditions which are liable 
to be confused with cord tumors are: 

1. Hydrocele of the cord 

2. Cyst of cord 

3. Hernia 

4. Spermatocele 

5. Gumma 

In view of the high proportion of malig- 
nant tumors of the cord, early diagnosis is 
most important. In case there is any doubt 
concerning the nature of the growth, surgi- 
cal exploration is warranted. 


Treatment 


The treatment for all tumors of the cord 
is surgical excision. Simple removal is all 
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that is needed for the benign types. The 
malignant growths should receive the same 
radical treatment given testicular tumors. 
After wide excision deep x-ray therapy may 
be considered. 


Case Report 


A. C. S., CC Hospital No. 2940, an elderly 
man aged 71 was admitted to the hospital 
with the complaint of a mass in the right 
groin. It was first noticed 3 years previous- 
ly and had grown steadily larger. He com- 
plained of a vague pain in that area and a 
dragging sensation when he was on his feet 
for any length of time. 


The blood pressure was 134 over 80. 
Laboratory work was normal except a posi- 
tive serology. The Kahn test was three plus. 
Examination revealed a tumor mass in 
the right scrotum above the testicle and 
fixed to the spermatic cord. It was slightly 
tender to palpation. X-rays of the lungs and 
pelvis and spine were negative for possible 
metastases. 


Operation (November 18, 1943): Under 
spinal anesthesia an incision was made in 
the upper right scrotum extending to the 
right external inguinal ring. A mass was 
found to be springing from the cord and 
extending down to the testicle. The cord 
was severed at the inguinal ring and re- 
moved along with the right testicle. The 
stump of the cord was ligated and the scrotal 
wound was closed with drainage. 


The patient was returned to his room in 
good condition. The postoperative convales- 
cence was uneventful and he was discharged 
December 7, 1943. 


Pathological report: “The specimen con- 
sists of a testicle and spermatic cord with 
a good size tumor mass arising from the 
cord above the testicle (fig. 1). The testicle 
is normal in appearance. Sections from the 
tumor show that it is composed of a prolifer- 
ation of round cells with early malignant 
appearances. Diagnosis: Sarcoma of sper- 
matic cord.” 


Folow-up note: After leaving the hospital 
the patient enjoyed good health for three 
months when he was readmitted, seriously 
ill and semicomatose with pneumonia. He 
never regained consciousness and died six 
days later on March 3, 1944. An autopsy 
was not obtained. 
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OBSTETRICS 
Intravenous Seconal Sodium 
In Obstetric Labor 


Weitzman, C. C. & Davis, J. G. Am. Pract. 
3:712, 1952 


A special preparation of Seconal sodium* 
was administered intravenously to 74 women 
during labor. Maternal and neonatal effects 
were recorded. The majority of patients also 
received ether anesthesia. Intravenous Sec- 
onal seemed to produce fair amnesia but only 
slight analgesia. Many patients required 
Demerol and scopolamine. Eighty-six per 
cent of the infants breathed spontaneously**. 
It is said that “Seconal sodium is a useful 


adjuvant in obstetric amnesia. 
*Supplied by Eli Lilly & Co. 

**See Clinical Clippings, June, 1952. 
Clinical Clippings, November, 1952. 


DEODORANTS 
Chlorophyll As A Deodorant 
Editorial: Lancet 2:373, 1952 
The reputed action of chlorophyll as a 
general body deodorant is difficult to under- 
stand. Some investigators contend that the 
agent is not absorbed from the gastrointes- 
tinal tract whereas others believe that orally 
administered chlorophyll can be assimilated. 
In any event the following couplet is of 
interest: 
“The goat that reeks on yonder hill 
Has browsed all day on chlorophyll.” 


Clinical Clippings, November, 1952. 
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Control of Pain in Childbirth* 


By CELSO C. STAPP, M. D., EL Paso 


Needless to say, there is no one method of 
control of pain in childbirth, which may be 
considered as ideal or which would do in 
every instance. For the sake of clarity, the 
proprietary names of the drugs discussed 
will be used. Over the past centuries, the 
record is full of a bizarre array of methods 
supposed to relieve the suffering of the 
parturient woman. In many civilizations, 
this has been the subject of attention in 
many religious rites. 


At present, we shall limit our discussion 
to what is being done in the present time. 
Of necessity, we must divide our discussion 
into preparation for labor, onset of labor, 
labor, and the delivery. Reed and his work- 
ers have placed considerable emphasis on 
this phase and feel they have precluded the 
need of any further help in their “Childbirth 
Without Fear’. Most of us will not go that 
far, at present, but it has been demonstrated 
very conclusively that the properly instructed 
patient gains a self-confidence that abates 
fear and makes her more tolerant to pain. 
Also, an assurance that a definite program 
will be carried out to help her through her 
labor allays some of the anxiety and helps 
to control pain responses. 


Fast Barbiturate 


At the onset of labor, it is desirable to use 
a fast acting barbiturate in reasonably small 
doses to allay tension and permit the patient 
to rest between pains. Such preparations as 
Seconal, Tuinal, Nembutal, and Pentobarbital 
may be used. The estimated time of delivery 
must be considered as it is unwise to depress 
the respiration of the newborn by giving the 
barbiturate too soon before delivery. The 
dosage must be well governed for even 
though it may be a fast acting barbiturate, 
the larger doses require longer to wear off. 
So, in a fast multipara, it may even be un- 
wise to give any barbiturate. Occasionally 
we encounter a patient who becomes excited 
by barbiturates. Naturally, if forewarned, 
one would not use these drugs on such a 
patient. 


As labor progresses and the barbiturates 
do not hold the patient, then one must sedate 
the patient further. At present, combinations 
of drugs as Demerol and Scopolamine seem 
the most popular. The Demerol relieves the 
pain and does not suppress the respiration 


* This paper was presented at the Annual Meeting of District 
One Medical Association of Texas at Pecos, Texas, 
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as much as opiates do, and the Scopolamine 
has a synergistic action enhancing the ef- 
fectiveness of the Demerol as well as causing 
loss of memory to the patient after delivery. 
There are other synthetic drugs, but most of 
these have not become very popular. Also, for 
inhalation during labor, Trilene may be used 
in the Duke inhaler. Eastman and his as- 
sociates have been very enthusiastic over 
this method. The main difficulty in self ad- 
ministration lies in the fact that a sedated 
patient has great difficulty coordinating and 
usually takes the Trilene after the pain is 
gone. 


Anesthetic 


To relieve the patient of pain of the actual 
delivery an anesthetic agent must be used. 
Since the average woman begins labor after 
eating, there are greater hazards than in a 
planned anesthetic for surgery. In this area, 
ether is the most popular by necessity. 
Gases such as nitrous oxide and oxygen, 
cyclopropane, etc. are used to a lesser degree 
due to the shortage of trained personnel and 
economic factor. Local anesthetics such as 
pudendal block are effective, if operative 
procedures for delivery are held to a min- 
imum. Caudal anesthesia has to a great de- 
gree been replaced by spinal anesthesia (sad- 
dle block), due to the fact that caudal anes- 
thesia requires more trained personnel and 
has about a seven per Cent rate of failures. 


Saddle block is in wider use, but it is held 
back by some fear of spinal anesthesia and 
by certain hazards. These are small in num- 
ber, but are to be reckoned with. To be an 
anesthetic agent for spinal use, the drug 
must be somewhat toxic or it wouldn’t give 
the anesthetic effect. Of the drugs used, 
Nupercaine seems to be the most toxic. At 
Women’s Hospital in St. Louis, Washington 
University College of Medicine reported six 
cases out of 1200 deliveries with Nupercaine 
developing adhesive arachnoiditis within 
three to four months. During 1950-52, there 
were six obstetrical deaths. Metycaine seems 
least toxic, but upon injection, the patient 
usually feels a sharp pain down one or both 
legs which is quite frightening. Also, the 
anesthesia is rather short sometimes lasting 
30 minutes, however, more often one hour. 
Pontocaine seems to be a balance between 
the two. It is not too toxic and there are 
very few side effects. It lasts about two and 
one half hours. All the preparations for sad- 
dle block either come prepared with dextrose 
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solution or it is added to cause them to be 
hyperbolic, then falling in the canal with the 
patient in the sitting position. 


Hazardous 


Intravenous anesthetics such as pentothal 
and surital are being used by some, but are 
considered rather hazardous to the newborn 
because of their depressing effect on the 
respiration. Should one take longer than 
anticipated for delivery, the fetus becomes 
saturated with the agent. Also, if there is 
any question as to prematurity, these agents 
are definitely contraindicated. 

There are a few other drugs for analgesia 
and methods of anesthesia which are used 
so rarely that time will not permit them 
discussed. 

We feel there is as yet no ideal method. 


Summary 


The different methods of control of pain 
in childbirth in use at the present time have 
been discussed. It may be concluded that 
there are many methods and agents available, 
none of which is completely ideal. 


Conclusion 


If our concept of control of pain in child- 
birth changes in the next ten years as much 
as it has in the past ten, we should develop 
in that time a safer and more effective sys- 
tem of control of pain in childbirth. 
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Postgraduate Conference 


The Temple division of the University of 
Texas Postgraduate School of Medicine an- 
nounces its forthcoming Medical and Sur- 
gical Conference to be held March 7, 8, 9, 
1955. The program, sponsored by the Scott, 
Sherwood and Brindley Foundation, will be 
presented in Temple by members of the staff 
of Scott and White Clinic. 


The postgraduate conference will be di- 
rected primarily toward the interest of the 
physician engaged in private practice. The 
morning sessions will consist of operative 
clinics directed by the surgeons, with consult- 
ing internists, radiologists, and pathologists 
participating; the afternoon sessions will be 
composed of round-table luncheon discus- 
sions, panels, symposia, and clinicopathologic 
conferences. A formal lecture will be pre- 
sented each evening, with a banquet-lecture 
on the final night. 

Registration forms are available from the 
office of the assistant dean, University of 
Texas Postgraduate School of Medicine, The 
Temple Division, Temple, Texas. 


PNEUMONIA (VIRAL) — ANTIBIOTICS 
Antimicrobial Treatment For Viral 
And Related Infections 


Finland, M., New England J. M. 
247:317, 1952 


Penicillin and sulfonamides are generally 
conceded to be of no value in treatment of 
viral pneumonia. From available informa- 
tion* it may be concluded that aureomycin, 
and perhaps Terramycin, influence the 
course of atypical pneumonia to some degree 
but the decision to employ these agents in 
patients suspected of having the disease rests 
upon the clinical judgment of the physician. 
*Finland cites 63 references. 


Clinical Clippings, November, 1952. 


TUBERCULOSIS 
Isoniazid Trials 
Leading Articles: Lancet 2:471, 1952 


The potential dangers of bacterial resis- 
tance to isoniazid are sufficient to justify a 
very strong warning against its indiscrimi- 
nate use in general practice. Until results 
of controlled clinical trials are known, 
“... voluntary restraint in the exploitation 
of this new and probably valuable drug can 
prevent any serious dangers from bacterial 
resistance.” 


Clinical Clippings, November, 1952 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


The Effect of Radiation Upon Vascular Reactivity 


By DuRwoop J. SMITH, M.D., DEPARTMENT OF PHARMACOLOGY, COLLEGE OF MEDICINE, 
UNIVERSITY OF VERMONT, BURLINGTON 


In vitro plethysmographic studies of the 
carotid arteries of fasting dogs demonstrated 
two abnormalities in animals receiving 250 
KVP x-ray exposures of 250 r (2 dogs) and 
550r (8 dogs) when compared with ar- 
teries removed from 8 control dogs. Most 
striking of these is the irregular occurrence 
of carotid segments which did not constrict 
following stimulation by epinephrine or no- 
repinephrine. Of the 8 animals which re- 
ceived 550 r, each, one had arteries which 
were completely unreactive, and 2 had ar- 
teries which contained adjacent reactive and 
unreactive segments. Histological examina- 
tions showed differences suggesting dege- 
neration of muscle nuclei in the unreactive 
segments. Secondly, the reaction time to 
epinephrine and norepinephrine was signi- 
ficantly reduced in arteries from irradiated 
animals which were examined by use of an 
angioplethysmokymographic technique See 
figure. In both the 250 r and 550 r animals 
the reaction time of carotid segments follow- 
ing stimulation by standard amounts of epi- 
nephrine and norepinephrine was _ shorter 
than that of segments from non-radiated 
animals. In vitro irradiation of carotid ar- 
teries failed to reproduce these results. The 
role of the vasa vasorum in producing these 
changes was discussed. 


REACTION TIME 
(MINUTES) 


OS2 
WHINY 
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Showing the mean reaction time to epinephrine and nore- 
pinephrine of the carotid arteries of control and irradiated dogs. 
Mean reaction time of control groups was 5.95 4. 0.46 minutes, 
minutes, and of irradiated group was 3.47 uw. 0.34 minutes, 
Probability that difference between group means is significant: 
> 0.999. 


An Electrocardiographic Evaluation of Nitrous-Oxide-Curare 
Anesthesia During Major Surgery In The Geriatric Risk 


By Morris L. HELLER, M.D., AND JAN NYBOER, M.D., DARTMOUTH MEDICAL SCHOOL AND 
HITCHCOCK CLINIC, HANOVER, N. H. 


The use of nitrous oxide anesthesia offers 
many advantages in the geriatric patient — 
namely, the smooth induction, the main- 
tenance of a light plane of anesthesia when 
associated with the use of relaxants, the 
evenly sustained blood pressure, and finally, 
the prompt and complete recovery. In com- 
bination with the curare drugs, the scope of 
nitrous oxide anesthesia has been extended 
to include all types of major surgery. The 
cardiovascular homeostasis during light ni- 


trous oxide anesthesia has been very im- 
pressive. 

Numerous articles have been written de- 
scribing the changes in cardiac rhythm and 
conduction with the more potent agents such 
as cyclopropane, ether and chloroform. How- 
ever, there has been a scarcity of similar 
information pertaining to nitrous oxide; 
and accordingly, this study was undertaken 
to study the electrocardiographic changes 
during prolonged nitrous oxide anesthesia. 
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Nitrous Oxide 


Nitrous oxide was administered by the 
demand flow fractional rebreathing anesthe- 
sia machine, whereby the mixture of nitrous 
oxide and oxygen may be changed from 
breath to breath according to the require- 
ments of the patient. Pre-anesthesia medica- 
tion was of a slightly higher dosage than is 
the routine prior to anesthesia with the more 
potent drugs. The muscle relaxant drugs, 
with d-tubocurarte or flaxedil were added in 
small fractional amounts depending upon 
the individual response. 

In this series of 53 geriatric cases, the 
majority of whom are between 70 and 90 
years of age, emphasis is placed on the ef- 
fect of nitrous oxide on the diseased myocar- 
dium so common in this age group. The risks 
include bundle branch block, previous myo- 
cardial infarction, left ventricular hyper- 
trophy, premature beats and other cardiac 
arrhythmias. 

The operations were all of a major order 
and included gastrectomy, cholecystectomy, 
common duct exploration, adrenalectomy 
and various major orthopedic procedures. 
Electrocardiographic studies were done be- 
fore, during and after surgery. 

The results of this study are listed in the 
enclosed table. 

In spite of the light planes of anesthesia 
used with nitrous oxide-oxygen-curare, surgi- 
cal reflexes in no way enhanced the tendency 
towards electrocardiographic changes. 


Rare Evidence 


The results show only rare evidence of 
superimposed anoxia as judged by RST and 
T wave deviations. Reflex cardiac inhibi- 
tion through vagal stimulation was not ob- 
served in this study with nitrous oxide. The 
predominant change was an increase in sinus 
rate in 17% of the patients, and a greater 
incidence of solitary premature contractions 
in 11%. Serious forms of myocardial irrita- 


bility, such as ventricular runs or ventri- 
cular tachycardia, were not seen in this se- 
ries. In some subjects following the induc- 
tion of nitrous oxide anesthesia, there was 
actually reduced myocardial irritability 
manifested by the disappearance of previous- 
ly noted premature contractions. 

There appears to be a fundamental dif- 
ference between nitrous oxide and the more 
potent agents in their effect on the myocar- 
dium. The answer lies in the histotoxic 
property of the hydrocarbon drugs such as 
cyclopane, ether, vinethene and chloroform 
which are more prone to sensitize the myo- 
cardium or, perhaps more accurately, they 
excessively stimulate the autonomic nervous 
system, making it possible for serious ar- 
rhythmias to develop. 

This study of the effect of nitrous oxide 
on the conduction mechanism of the elderly 
myocardium adds further pharmacological 
evidence that nitrous oxide is essentially a 
mild, non-toxic anesthetic drug. 


RESULTS 


Types of arrhythmias seen during 
nitrous oxide-oxygen-curare anesthesia 


Number of 
patients Percentage 

1. No change 30 56 % 
2. Disappearance of pre- 

mature contractions 2 4% 
3. Slowing of rate 4 8% 
4. Sinus fast rate 3 6% 
5. Sinus tachycardia 6 11% 
6. Increased premature 

contractions 6 11% 
7. Auricular tachycardia 1 2% 
8. Depressed ST segment 2 4% 


Sinus tachycardia included those cases 
where the sinus rate exceeded 120/min. Sinus 
fast rate is defined as a rate between 100 
and 120/min. Reduction or acceleration was 
— as changing from one class to an- 
other. 


The Effect of Parenteral and Oral Administration of Disodium and 
Calcium Salts of Ethylenediamine Tetraacetic Acid on 


Cholesterol Metabolism 


By HEnry S. M. UHL, M.D., ALBERT J. BOYLE, M.D., PH.D., HAROLD H. Brown, A.M. 
FROM WAYNE UNIVERSITY COLLEGE OF MEDICINE, DETROIT, MICHIGAN, AND WORCESTER 
City HOSPITAL, WORCESTER, MASSACHUSSETTS 


Beginning with the hypothesis that choles- 
terol metabolism might be intimately related 


to metallic cations, such as calcium and mag- 


nesium, an experiment was devised to study 
the fate of orally administered cholesterol in 
rabbits with and without the oral or paren- 


— 
| 
| 
| 
| 


ly 
in 


MARCH, 1955 


SOUTHWESTERN MEDICINE 


Page 121 


PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 


teral administration of sodium and calcium 
salts of ethylenediamine tetraacetic acid 
(EDTA) .* 

Four groups of rabbits were separated as 
follows : Group A — 11 rabbits were placed on 
stock rabbit chow and 1.0 gram of oral pure 
crystalline cholesterol daily. Group B — 10 
rabbits were placed on the chow with daily 
cholesterol plus 500 mg. of sodium EDTA 
(neutralized to body pH by NaOH) sub- 
cutaneously 3 to 5 days per week. Group C — 
9 rabbits were placed on the chow with daily 
cholesterol. 5 of these were placed on 3.0 
grams daily of oral sodium EDTA and 4 on 
3.0 grams daily of oral calcium-sodium 
EDTA. Group D—4 rabbits were kept on 
the stock chow diet plus 500 mg. of sodium 
EDTA subcutaneously 3-5 days per week. 
No cholesterol was fed to these animals. 
Control weights were recorded and initial 
samples of blood cholesterol, calcium, mag- 
nesium, total phosphorus, acid-soluble phos- 
phorus, and phospholipid levels were deter- 
mined. These analyses were checked period- 
ically throughout the experiment and at the 
time of sacrifice of each animal. At post- 
mortem examination tissues were obtained 
for histologic study and for chemical analysis 
of cholesterol, calcium, and magnesium. 


Results 


(1) The total serum cholesterol rose to 
high levels in Groups A, B, and C. The aver- 
age level for Group B was almost double 
that for Group A, while Group C fell between 
these two. In Group D, there was a very 
slight rise in 2 animals and no significant 
change in the other 2. 

(2) At autopsy, the livers of animals in 
Groups B and C grossly appeared normal 
with no visible lipid infiltration, while those 
in Group A were heavily ‘inffiltrated. By 
chemical analysis, there was about 5 to 6 
times the amount of cholesterol per gram of 
tissue in the Group A livers as compared 
with livers from Groups B and C. Represen- 
tative figures are: Group A, 22.8-38.6 mg. 
per gram; Group B, 5.3-9.6 mg. per gram; 
Group C, 5.2-7.4 mg. per gram. (Our normal 
control values are about 5.5 + 1.0 mg. per 
gram of liver tissue.) 

(3) There was no significant difference 
in the degree of atherosclerosis of the aortas 
of rabbits in Groups A, B, and C, although 
it is possible that it was more severe in 
Groups B and C. This observation suggests 


*Generously supplied by the Bersworth Chemical Company, 
Framingham, Massachusetts. 


tPartial results of an experiment indicate that parenteral ad- 
ministration of the calcium salt has the same effect as oral use. 


that the extent of the process was roughly 
correlated with the height of the total serum 
cholesterol levels. However, the groups of 
animals are too small to warrant any final 
conclusions. 

(4) There were no apparent gross changes 
in other body organs that could be related 
to the administration of EDTA. However, 
body deposits of fat in the abdominal and 
mediastinal spaces were diminished to absent 
even in rabbits who had maintained or gained 
in weight throughout the experiments. 

(5) Analysis of blood chemistries revealed 
only minor changes as far as total serum 
phosphorus, acid-soluble phosphorus, phos- 
pholipids, calcium and magnesium are con- 
cerned, in Groups A and B. However, in 
Group D, the level of phospholipids progres- 
sively diminished and in the 2 rabbits sacri- 
ficed at 111 days, total phosphorus and acid- 
soluble phosphorus were virtually equivalent, 
there having been at least a 5-fold increase 
in the latter over the control values. 

(6) An analysis of liver tissue from 2 
rabbits of Group D after 111 days revealed 
that the cholesterol per gram of tissue was 
actually slightly below the normal control 
values for our animal population. 


Conclusions 


(1) EDTA, as the sodium or calcium- 
sodium salt given either parenterally or oral- 
ly, has a profound effect on the metabolism 
of administered cholesterol by the rabbit.t 
It produces a hyperchoJesterolemia when 
compared with the experimental control 
animals, but it protects the liver from the 
accumulation of the deposits that are uni- 
formly produced in cholesterol-fed rabbits. 

(2) There is evidence to suggest, although 
it is not yet adequately confirmed, that 
EDTA may also have an important effect on 
phospholipid and neutral fat metabolism in 
rabbits. 

(3) The mechanism by which these ef- 
fects are produced is not known. It probably 
does not depend on an interference with or 
a deficiency of calcium. It may be that some 
other cation, which is complexed by EDTA 
in rabbits, such as magnesium or copper, 
may be involved. On the other hand, EDTA 
may interfere with normal protein metab- 
olism through the “zwitter-ion action” of 
the serum proteins and act on cholesterol 
indirectly. 

(4) EDTA does not prevent the develop- 
ment of atherosclerosis of the aorta in 
cholesterol-fed rabbits. It is not yet known 
if it has any effects on atherosclerosis of 
other vascular beds, such as the coronary or 
cerebral arteries. 
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FREDERICK P. BORNSTEIN, M. D., EDITOR — CASE No. 10044 
PRESENTATION OF CASE BY S. B. APPEL, M. D. 


Summary of Case: 

Clinical History: 

There were three admissions, 1941, 1953, 
1954 (died) of this 68 year old Latin Ameri- 
can female with rheumatic fever at the age 
of 13. From the age of 44 she was known 
to have heart disease and took digitalis at 
least from the age of 47 until death. She 
attended the cardiac clinic and had auricular 
fibrillation at least from the age of 55 to 
death. During the last year of life diabetes 
was discovered and regulated on 15 units 
of insulin daily. She died in congestive heart 
failure. 

The first El Paso General Hospital admis- 
sion of this 55 year old woman was because 
of a cold, for several days. No digitalis was 
taken for one month. Her temperature was 
100°, blood pressure 134/80, and pulse 
90 (?). The heart was enlarged to the left. 
There was an apical presystolic murmur, 
and marked irregularity with deficit. The 
second pulmonic was louder than the second 
aortic. A few rales were present in the left 
upper chest. There was no edema. 


Laboratory Findings 

Urine; specific gravity, 1.015; 4 plus al- 
bumin; no sugar; Occ. fine granular cast. 
Complete blood count; RBC, 5.07 million; 
hemoglobin, 97.5%; WBC, 11,350; differ- 
ential count, polymorphonuclears, 75, eosi- 
nophiles 1, lymphocytes 17, monocytes 7. The 
Kahn test was negative. 

Hospital Course 

The impression was lobar pneumonia and 
“mild auricular fibrillation’. Temperature 
readings ranged between 100-102 for two 
days and then was normal. Medication con- 
sisted of digitalis and sulfadiazine with 
good response. 

The second El Paso General Hospital ad- 
mission occurred on January 16, 1953 of 
this 67 year old patient because of upper 
respiratory infection for one week. 

Orthopnea, dyspnea and nocturnal par- 
oxysmal dyspnea developed one day prior to 
admission. 

Temperature was 97; blood pressure 
140/74; pulse 64; respirations 28. She was 
an elderly slender dyspneic, thin, chronically 
ill woman. She had carious teeth. The neck 
veins were engorged. There was presystolic 


rumbling and a grade three apical murmur. 
The second pulmonic was louder than the 
second aortic. Reduplicated second mitral. 
There were moist rales at both bases. The 
liver was smooth and tender and four fin- 
gers below the costal margin. The rectal 
examination was normal. A pelvic examina- 
tion was not done. The dorsalis pedis pulsa- 
tions were poor. There was no edema. 


Laboratory Findings 

Urine; specific gravity 1.034; cloudy 
brown, acid reaction; four plus albumin; no 
glucose, many RBC present, five to ten WBC, 
granular casts. Second specimen; specific 
gravity 1.017; trace albumin, no glucose, 
occasional RBC, six to ten WBC. Complete 
blood count: RBC, 4.47 million; hemoglobin, 
14 gms.; WBC, 6,800; differential count; 
polymorphonuclears, 81, stabs, 8; lympho- 
cytes, 8; monocytes, 3. The Kline test was 
negative; BUN, 38.6 mg.%. 

X-Ray Findings 

X-ray of the chest—“reveals a generalized 
intensification of the pulmonary markings 
consistent with congestive failure. There is 
calcification in the wall of the left atrium 
which is displacing the barium filled esoph- 
agus posteriorly. There is some right ventri- 
cular enlargement. The aortic shadow is 
decreased in prominence. These changes are 
consistent with rheumatic heart disease, 
= accompanying calcification of the left 
atrium.” 


Electrocardiogram 


The EKG showed auricullar fibrillation, 
VR-75. Vertical electrical axis. There was 
clockwise rotation about the longitudinal 
axis. The ST segment was elevated in lead a 
Vr and depressed in leads, 1, 2, 3, V2, V3, V4, 
V5, V6 and a Vf. The T wave was diphasic 
in leads 1, 2, 3, V6, a Vr and a Vf. The T 
wave was isoelectric in lead a Vl. The T 
wave was sharply inverted in leads V2, V3, 
V4, and -V5. 

Summary: these changes are compatible 
with advanced mitral stenosis, digitalis ef- 
fect and possible anterior myocardial ne- 
crosis. 


Hospital Course 


Digitoxin was increased and the VR 
slowed to 60. The rectal temperature rose 
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to 103 within 24 hours and penicillin was 
started. After a temperature of 101 on the 
next day there was no fever. On the tenth 
day she yawned with resultant subluxation 
of the jaw. This was corrected and she was 
discharged. 

Third and last admission to the El Paso 
General Hospital was on October 30, 1954 
because of increasing respiratory distress 
and progressive weakness for one week. 
Diabetes mellitus was diagnosed in January 
1954 and she took 15 units R. I. daily up to 
five days prior to admission. She had 
anorexia with a twenty pound weight loss 
in one year. Temperature was 99°, blood 
pressure, 90/70, pulse, 96, respirations, 30. 
She had dry skin with apparent weight loss. 
The pupils were round, regular, and reacted 
to light. She had early cataracts. There was 
right external otitis. A few “snags” of teeth 
were left. There was also a mild kyphosis, 
hyperresonance and atrophic breasts. The 
hear revealed dullness at the left border at 
the anterior axillary line. There were no 
murmurs. The heart sounds were distant 
with irregular rhythm. The liver was ten- 
der and down to the umbilicus. There was 
no ankle edema. 


Laboratory Findings 

Urine; specific gravity, 1.003; two plus 
albumin; no sugar. Complete blood count; 
RBC, 4.59 million; hemoglobin, 14.2 gm.% ; 
WBC, 19,100; differential counts poly- 
morphonuclears, 88; stabs, 3; lymphocytes, 
8; monocytes, 1. Blood sugar was 258 mg.%. 
Blood type was “0”, Rh positive. The Kline 
test was negative. 

X-Ray Findings 

X-ray taken on October 31, 1954 — “con- 
sistent with congestive heart failure with 
accompanying bilateral pleural effusion.” 
Second x-ray on November 1, 1954—“less 
right pleural effusion.” 


Electrocardiogram 

The electrocardiogram revealed auricular 
fibrillation, VR-95, digitalis effect. Com- 
pared to January 1953, the significant 
changes were: low voltage in the six limb 
leads; electrical position now semihorizontal ; 
the ST segment depressed in leads 2 and a 
Vf; the T wave inverted in leads 1, 2, a Vf, 
v4, V5, V6. The T wave was isoelectric in 
leads 3 and a V1. The ST segment and T 
wave elevated in a Vr. Transition zone was 
located between leads V4 and V5. 


Hospital Course 
On the second day the diabetic condition 
was noted and frequent urine studies were 
made. Three of ten specimens reveal a trace 
of sugar. She received only 25 units of in- 
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sulin in a glucose infusion. The pleural ef- 
fusions were diagnosed and verified by 
portable x-rays. Thoracentesis yielded 900 
cc. of amber fluid from the right and 700 cc. 
from the left. On the third day the blood 
pressure was 76/48, pulse 104; the patient 
was weaker. 

There was an eight hour output of only 
200 cc. with an intake of 500 cc. On the 
fourth day she appeared terminal. Thora- 
centesis yielded only 20 cc. on the right and 
350 cc. of amber fluid on the left. The pa- 
tient produced frothy sputum although semi- 
comatose. Levophed was started. She stop- 
ped breathing. Coramine was then given. 
The heart rate was uncountable at over 300. 
The patient gasped and died. 


DIFFERENTIAL DIAGNOSIS: 

Dr. S. B. Appel: 

There were three admissions; 1941, 1953 
and 1954 when the patient died; of a 68 
year old Latin American female who had 
rheumatic fever at the age of 13. From the 
age of 44 she apparently knew she had heart 
disease and took digitalis at least from the 
age of 47 until death, a period of 21 years. 
She attended the cardiac clinic, but we did 
not look into the clinic record. She had 
auricular fibrillation at least from the age 
of 55 to death, eleven years. During the last 
year of life diabetes mellitus was discovered 
and easily regulated, and she died in heart 
failure. 


Pneumonia 


During her first hospital admission she 
apparently had pneumonia in the left lower 
lobe which precipitated acute cardiac decom- 
pensation, although she had not taken di- 
gitalis for one month. This was in the early 
days of chemotherapy, and she responded 
nicely to sulfadiazine. In the physical ex- 
aminations somebody said there were rales 
in the left upper chest, and later on they 
discovered the pneumonia in the left lower 
lobe. Tuberculosis is quite uncommon in pa- 
tients with mitral stenosis; however it does 
occur. Also, a patient with rheumatic heart 
disease who displays a fever always must 
cause us concern lest there be subacute 
bacterial endocarditis. However, clinically 
we know that patients with severe rheumatic 
heart disease, especially when they are fibril- 
lating, very rarely develop subacute bacterial 
endocarditis. In this patient it would have 
been nice if blood cultures were taken before 
starting her on sulfadiazine therapy. Now- 
adays it is so easy to give patients penicillin 
or any one of the mycin drugs, it behooves 
us once in a while to hold off for a day or 
so and get blood cultures to make sure that 
we are not overlooking a bacterial endo- 
carditis. 
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Second Admission 


The second hospital admission was some 
12 years later during which time she pre- 
sumably was regulated in the clinic. This 
hospitalization also was precipitated by an 
upper respiratory infection. Another reason 
for rheumatic cardiac patients to go into 
failure is the advent of a big holiday when 
they all overeat or go running around town 
shopping. Sometimes they will take a visitor 
out for a week to see the town and wind up 
in acute pulmonary edema. In this hospital 
admission Dr. Morgan took a particularly 
good history noting that she was pregnant 
eleven times and had three miscarriages. 
This is a pretty good record for a woman 
with a normal heart. We will discuss this 
aspect a little later. Another interesting 
thing about this patient is that there was no 
peripheral edema. Her liver was palpable 
many times and she apparently had pulmo- 
nary edema but nowhere on her chart is 
edema mentioned, in fact it was mentioned 
that there was no edema. This shows that 
they can have pulmonary congestion for a 
long time without peripheral edema. The 
electrocardiogram on two admissions was 
described in detail but cannot really depict 
accurately what is seen. In the first record 
in several precordial leads the T wave is 
really sharply inverted, cove plane T waves 
as you would except in myocardial necrosis. 
This was not present in the later electro- 
cardiogram. It is not uncommon in patients 
with rheumatic heart disease to see asso- 
ciated arteriosclerotic heart disease. They 
are entitled to have their “coronaries” just 
like the rest of us. In fact some hearts will 
have rheumatic, syphilitic, arteriosclerotic 
and hypertensive lesions all rolled up into 
one including bacterial endocarditis. They 
are not common thank Heavens! She re- 
sponded that time very well and was sent 
back to the clinic. 


Last Admission 


The last admission was a brief one char- 
acterized by heart failure with bilateral 
pleural effusion and mild diabetes. 

My diagnosis is: 


1. Cardiac disease. 
a. Etiology: Rheumatic fever (inac- 
tive) and probable arteriosclerosis. 


b. Anatomical: Enlarged heart, mi- 
tral stenosis, mitral insufficiency, 
coronary sclerosis with myocardial 
fibrosis, questionable tricuspid 
stenosis, bilateral pleural effusion. 


c. Physiological: Auricular fibrilla- 
tion, congestive heart failure. 
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d. Functional and therapeutic: 
Four E. 


2. Diabetes mellitus. 
8. Possible pyelonephritis. 


Dr. McVaugh will present the x-rays. 


Dr. C. C. MeVaugh: 

In glancing over this series of chest x-rays 
there isn’t much to add to the brief descrip- 
tion of the findings on the summary sheet 
here. The calcification that was noticed in 
the left auricle is interesting. An additional 
comment that I would like to make is on 
the very last x-ray after thoracentesis there 
are changes appearing in the lung field 
which seem to be due to multiple infarctions. 
I would suggest multiple infarctions here in 
addition to the pleural effusion and probable 
pulmonary congestion. The cardiac enlarge- 
ment is obvious throughout the entire series 
as well as the increased pulmonary markings 
which could be due to pulmonary congestion 
or possible pulmonary fibrosis. 


Dr. S. B. Appel: 

I think that Dr. McVaugh will agree with 
me that this film is not typical of what 
we used to call “mitralization” of the left 
cardiac silhouette. I’ve seen better examples 
of pure mitral stenosis and that is one of the 
reasons why I think mitral insufficiency was 
indeed a functional lesion as well as an or- 
ganic lesion. The films taken in the left an- 
terior oblique position display enlargement 
of the left ventricle. You can also see eleva- 
tion of the left main bronchus. While she 
probably had mitral stenosis I would not 
think that she had a typical “fish mouth” 
lesion. She probably had a stenotic valve 
but the orifice was not markedly narrowed. 
That gave the left ventricle time to enlarge. 


Dr. J. C. Postlewaite: 

Maybe to add to what has already been 
presented: one is the status of the pul- 
monary vessels. This lady suffered a lot of 
times and a lot of shock to the plumonary 
vessels and may well fall in the classifica- 
tion of a form of arteriosclerosis of the les- 
ser circulation. The terminal event here 
may have added to it: congestive failure, 
bronchopneumonia, and pulmonary embolus 
must be considered. One thing I did want to 
mention was in reviewing some work on 
mitral commissurotomy there have been a 
number of instances in which biopsy re- 
vealed active rheumatic lesions in the left 
auricle. One must wonder if rheumatic endo- 
carditis was not present at the time of all 
these hospitalizations. 


Dr. S. B. Appel: 
In the commissurotomy patients a high 
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and sometimes unsuspected incidence of 
rheumatic activity was noted. However most 
of these patients are in the younger age 
groups. We could hardly recommend that 
this 68 year old woman have her mitral 
valves clipped. Also Rothschild, Kugel and 
Gross (1) and De la Chapelle et al (2) 
showed many years ago that when rheumatic 
cardiac patients fibrillated up to the age of 
40 practically one hundred per cent of them 
had definite evidence of rheumatic activity 
at necropsy. After the age of 40 there is 
quite a drop in the incidence of stigmata of 
active myocarditis found at necropsy. 


Dr. Branch Craige: 


I think that Dr. Appel has brought us up 
on one thing that we are very lax in and 
that is the naming of etiologic, anatomic 
and functional diagnosis in cardiac disease. 
He listed the diagnosis in each category and 
embarrassed me because often I don’t think 
of all those things. I think we should ac- 
quire a habit of making such diagnoses 
either on paper in the chart, or certainly in 
our own minds in each instance of a cardiac 
diagnosis. Then, too, we can carry over the 
same practice into diagnosis in other sys- 
tems. 


CLINICAL DIAGNOSIS 


1. Congestive failure. 
2. Dehydration and malnutrition. 


Dr. S. B. Appel’s Diagnosis: 
1. Cardiac disease. 
a. Etiology: Rheumatic fever (inac- 
tive) and probable arteriosclerosis. 
b. Anatomical: Enlarged heart, mitral 
stenosis, mitral insufficiency, coro- 
nary sclerosis with myocardial fibro- 
sis, questionable tricuspid stenosis, 
bilateral pleural effusion. 
c. Physiological: Auricular fibrillation, 
congestive heart failure. 
d. Functional and therapeutic: Four E. 
2. Diabetes mellitus. 
3. Possible pyelonephritis. 


ANATOMICAL DIAGNOSIS: 

1. Mitral stenosis, rheumatic type. 

2. Aortic stenosis, rheumatic type. 

3. Mural thrombosis of left auricle. 

4. Encephalomalacia, right cerebal hemis- 
phere in the region of the corpus striatum. 
PATHOLOGICAL DISCUSSION: 


Dr. Frederick P. Bornstein: 

On autopsy we found a body of an elderly 
emaciated woman. About 1000 cc. of cloudy 
brown fluid was present in the right pleural 
cavity and about 500 cc. in the left pleural 
cavity. The heart weighed 390 gms. Both 


SOUTHWESTERN MEDICINE Page 125 


auricles were markedly dilated and the left 
auricle was nearly completely filled by a 
firm mural organized thrombus. The myo- 
cardium was reddish brown and firm. The 
mitral valve measured 6 cm. across. The 
mitral leaflets were rigid, calcified and co- 
vered with calcified vegetations. The pos- 
terior leaflets were fused together. Also 
present was an area of softening in the 
right corpus striatum probably due to an 
embolus on the mural thrombus present in 
the left auricle. An additional incidental 
finding consisted of a small carcinoma of 
the body of the pancreas with a metastases 
in the right lung which measured 5 cm. in 
greatest diameter. This obviously was not 
contributory to the death of the patient at 
this stage of development of the tumor. We 
are dealing then primarily with a heart that 
had developed two valvular lesions of rheu- 
matic etiology; namely a mitral and aortic 
stenosis. The brain lesion is obviously sec- 
ondary to the cardiac disturbance. 


Dr. S. B. Appel: 


Before showing you some slides I just 
want to mention that the aortic stenosis was 
evident pathologically revealing again how 
sometimes we miss an obvious aortic stenosis 
clinically. The only thing we can do to pick 
these up nowadays, when it is so very im- 
portant to know the extent of damage to 
the other values if we anticipate doing sur- 
gery in these cases, is by spending more 
time and attention in examining the heart. 
From the blood pressures and clinical notes 
in this case she did not display the classical 
pulsus parvus and tardus. On the other 
hand no mention was made of the localiza- 
tion and accurate description of the mur- 
murs in this case. Perhaps in the clinic re- 
cord they described findings more charac- 
teristic of aortic stenosis. 


Signs Unrecognized 


As Dr. Cabot (3) pointed out many years 
ago and as Karsner and Koletsky (4) have 
shown in their monograph at least one-third 
of patients with aortic stenosis are not re- 
cognized during life either because the char- 
acteristic signs are absent or because these 
signs just weren’t looked for carefully. 
Clinically we are still inferior to a patho- 
logist in order to make accurate diagnoses. 
The first slide depicts the teaching that 
many of you gentlemen and I had in medi- 
cal school, because this is a culmination of 
many years research by members of the 
Rockfeller Institute in New York. Dr. A. E. 
Cohn (5) and Miss Lingg, the statistician, 
analyzed over three thousand charts of pa- 
tients who were studied in the seventeen 
cardiac clinics in New York for years and 
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who died. These patients were obviously 
sick patients because they attended the 
clinic. In New York patients are just as re- 
luctant to go to a clinic as they are in El 
Paso. Therefore it is a selected group, and 
yet this is an investigation which received 
widest attention and is quoted in many 
books. 
Thirteen Years 

It reveals that the mean duration of 
rheumatic cardiac disease is about thirteen 
years from onset to death. The next slide 
represents a more recent survey of rheuma- 
tic heart patients done by Dr. Wilson. (6) 
She has followed patients at the clinic up 
to thirty years. Now this is a different 
group. She followed these children from ad- 
mission to the hospital for rheumatic fever 
for years and years. Therefore her survey 
was also biased. Many rheumatic fever pa- 
tients, who did not subsequently develop 
cardiac lesions, were followed with the diag- 
nosis “possible rheumatic heart disease”; 
and some of them developed heart disease 
five to ten years or twenty years later. But 
some of her patients lied when World War 
II broke out and didn’t tell anybody about 
their faint murmurs which were well com- 
pensated and served throughout the last 
war in the Army, Air Force and Navy and 
were not detected until they came back and 
continued to go to the clinic. 

Long Survivors 


They had a patriotic duty and they were 
not going to tell anybody that they had 
rheumatic fever or a murmur. If you will 
notice this chart shows a number of survi- 
vors that survived thirty years later: over 
sixty per cent of the patients, an entirely 
different picture. This slide will recall to 
mind the incidence of symptoms and signs 
of rheumatic fever in one thousand patients. 
This is a study by Bland (7) from Boston 
and is a twenty year follow-up. It helps us 
to prognosticate from the signs that the 
patient presents when in the hospital for 
the first time how he may do in the next 
twenty years. As you can see the percentile 
at ten years and at twenty years is depicted. 
Thus of seventy cases with a greatly en- 
larged heart eighty per cent were dead in 
ten years. In the next ten years one ad- 
ditional per cent was added. Of the 207 
patients with congestive failure during ini- 
tial admission for rheumatic fever within 
twenty years eighty per cent were dead, etc. 

Benign Episode 

St. Vitus dance is evidently a relatively 
benign episode even though it is so dramatic 
clinically. The next slide illustrates a study 
we did at Bellevue Hospital in the Prenatal 
Cardiac Clinic. (8) You will hear people say 
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that different combinations of valvular le- 
sions imply a different prognosis. For ex- 
ample a patient with mitral stenosis won’t 
do as well as one who has combined mitral 
and aortic disease especially as regards the 
case tonight where both valves were stenotic. 
Some people say the prognosis is better when 
one valve alone is involved. This compila- 
tion of data was made in over two thousand 
cases of patients who went through pregnan- 
cy and had rheumatic heart disease. Please 
note that some two thousand patients had 
mitral valvulitis alone. We all know that 
women tend to show more disease of mitral 
valve than men. 
Aortie Insufficiency 

Men will have aortic insufficiency more 
often than women. Thus the mitral cases 
were over two thousand and the patients 
with combined valve disease were almost 
five hundred, a ratio of about 4.1. The 
mortality statistics reveal that 3.8 per cent 
of the two thousand women with pure mitral 
disease died and 4.9 per cent of those with 
combined lesions died. These percentages 
are not statistically different. The mortality 
rate of pregnancy in rheumatic heart disease 
is much less than it was years ago. The 
reason for this marked improvement is en- 
tirely attributable to a greater recognition 
and co-operation between the obstetrician 
and the internist. 


Study by Hedley 

For example, Hedley did a study in Phil- 
adelphia (9) and showed that the mortality 
rate during pregnancy was something like 
eighteen per cent due to rheumatic heart 
disease. However, most of his patients were 
not followed in the cardiac clinic during 
pregnancy. Many of his patients would not 
co-operate and did not attend the clinic re- 
gularly. The same staggering mortality rate 
could face us here if we do not take time to 
ask the pregnant patient about rheumatic 
fever, listen carefully to her heart and then 
follow her periodically with someone who 
can pay more attention to the heart than 
the busy obstetrician. 

Older Patients 

This slide was taken from another study 
at Bellevue Hospital. We became interested 
in 1948 or so, in older patients with rheu- 
matic heart disease. We had a run of them 
as we do every where and we started look- 
ing to see how many patients we could find 
over the age of sixty with rheumatic heart 
disease. At first the pickings were very slim 
but pretty soon the residents began calling 
us to see all the older patients with murmurs. 
Of course we are all familiar with the dif- 
ficulty in hearing the presystolic apical 
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murmur unless you put the patient in the 
left lateral position, and the difficulty in 
detecting the aortic diastolic murmur: that 
faint high pitched decrescendo early diastol- 
ic murmur. 


Aortic Insufficiency 


Once you see that description you know 
it is aortic insufficiency, but is it due to 
rheumatic or Luetic heart disease? Once 
we started looking for them we wound up 
in no time flat with 71 patients over the age 
of sixty with typical rheumatic heart di- 
sease, many of whom came to autopsy. (10) 
In fact our oldest patient was 84, and was 
in the psychopathic ward and could give us 
no good history. Another was 80: she had 
rheumatic fever with carditis at the age of 
14; went through nine pregnancies and had 
one miscarriage; also had rheumatoid ar- 
thritis; and at the age of 80 she took her 
first airplane ride and thought that Eddie 
Rickenbacker should let her go for free be- 
cause how many people like her could ride 
in one of his airplanes? 


Oldest Case 


However I had to come to El Paso ,to see 
the oldest patient as far as I am concerned 
in the world’s literature, and she is going 
to be discussed next week at Southwestern 
General Hospital. She was 86 years old when 
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she died of a stroke, pneumonia, peritonitis 
and several other things and had a typical 
“fish mouth” mitral stenosis which dated 
back to the age of 8 when she came to El 
Paso to convalesce from her rheumatic fever. 


Summary 


In summary, it appears that rheumatic 
heart disease while predominantly a disease 
of the early decades is not incompatible with 
a long and useful life. Many patients with 
rheumatic heart disease will out live their 
physicians. However, the majority of pa- 
tients wtih rheumatic heart disease should 
certainly be carefully re-evaluated periodical- 
ly so that we may be able to select those 
cases for surgical treatment at the proper 
time and provide the potential cardiac crip- 
ple with a new lease on life. 
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